Methods: A retrospective review was performed of patients who had resection of PVL at three centers between 1990 and 2018. Patients' demographics, comorbidities, tumor characteristics, intraoperative data, and oncologic and graft-related outcomes were recorded. Survival analysis was performed using Kaplan-Meier curves and Cox proportional hazards regression.
Objective: Inferior vena cava (IVC) filters are commonly used to prevent pulmonary embolism in patients with deep venous thrombosis. However, IVC filters are associated with risks, including IVC perforation, filter migration, fracture, and thrombosis. Filter retrieval is not always successful. Our objective was to identify factors associated with failure of retrieval of IVC filters.
Methods: This study is an Institutional Review Board-approved retrospective chart review of patients undergoing IVC filter retrieval attempts in the Department of Vascular Surgery at The Cleveland Clinic from 2011 to 2018. Patients were identified by International Classification of Diseases code query, and data were gathered regarding demographics, filter position, procedure details, and patient outcomes. Computed tomography imaging and venography were used to determine IVC filter location before retrieval.
Results: We identified 295 filter retrieval attempts in 294 patients. There were no procedural IVC ruptures, morbidity, or mortality. Retrieval was successful for 249 (84.4%) of filters. Median filter dwell time was 196 days in successful retrievals compared with 375 days in failed retrieval attempts (P ¼ .004). Penetration of filter tines through the caval wall occurred in 291 (98.6%) filters. However, the hook-apex (HA) of 31 (10.5%) were embedded or penetrating through the caval wall; the hook-apex and collar (HA+C) of 33 (11.2%) were embedded or through the caval wall. The failure rate of retrieval of filters with HA embedded was 48.4% (15/31); with HA+C, 66.7% (22/33); and without these issues, 3.9% (9/231). The failure rate of HA as well as of HA+C was higher than that of those without these issues (P < .001) but did not differ from one another (P ¼ .14). Among those with computed tomography scans, association of any portion of the filter with other adjacent retroperitoneal structures was not related to an increased rate of failed retrieval (P ¼ .16). Complex retrieval methods involving endobronchial forceps, ballooning, or snaring the collar of the filter were associated with increased failure of retrieval compared with simple retrieval involving snaring the hook of the filter (P < .001). Failure rates decreased over time (P ¼ .004); 8% of patients with failed retrieval attempts had subsequent venous thromboembolism.
Conclusions: Retrieval attempts should be made for all IVC filters irrespective of chronicity and complexity, given the procedural safety. Tine penetration is nearly ubiquitous, but IVC filters with HA or HA+C imbedded into or penetrating through the caval wall are predictors of retrieval failure.
Author Disclosures: K. L. Morrow: Nothing to disclose; J. Bena: Nothing to disclose; S. P. Lyden: Nothing to disclose; E. Parodi: Nothing to disclose; C. J. Smolock: Nothing to disclose. Objective: The Charles procedure offers radical excision of lymphedematous tissue followed by skin grafting. This procedure is rarely offered because of the potential for complications, but it may provide excellent outcomes in improving quality of life. We describe our experience with a modified technique and a multidisciplinary team approach in treating patients with advanced lymphedema.
Methods: Seven patients with severe lower extremity lymphedema were treated with radical surgical excision. Patients' demographics, operative details, and postoperative follow-up course were recorded. The operation entailed radical excision of the skin and lymphedematous tissues in a modified Charles procedure. The dissection was taken to the level of the fascia from the dorsal forefoot or ankle and continued to the knee or thigh, with wound vacuum-assisted closure for initial dressings. Split-thickness skin grafting was performed 5 to 7 days postoperatively. All patients were managed with a predefined postoperative care protocol.
Results: Seven patients were referred to the clinic for evaluation of massive lower extremity lymphedema. There were four men and three women, with age range of 36 to 64 years. All patients had history of >2 years of lifestyle-limiting swelling and recurrent bouts of cellulitis requiring hospitalization and intravenous antibiotic treatment. Six patients had chronic wounds of the affected legs due to skin breakdown, and three had significant disability in ambulation. Comorbid conditions included obesity (in five patients), hypertension (in four patients), chronic obstructive pulmonary disease or asthma (in three patients), depression (in three patients), and diabetes (in one patient). In the three patients with bilateral disease, intervention targeted the more severely affected limb. One patient in our series had disease confined only to the thigh. Postoperative complications included wound infection, requiring débridement or antibiotics, in four patients; readmission for débridement in one patient; and reintubation postoperatively in one patient. Length of stay was an average of 27 days (range, 14-55 days).Patients were observed for an average of 15 months (range, 3 months-3 years). All patients reported an improvement in quality of life 
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